pulsation extending out into the lung fields. The left auricle, except with associated mitral stenosis, shows little or no enlargement (Fig. 2) . Two of the patients had symptoms suggestive of paroxysmal tachycardia, and one who was electrocardiographed during an attack showed auricular flutter with 1:1 rhythm and later with 3:1 A.V. block. After years of breathlessness enlargement of the liver appeared and later cedema of the legs. It is possible that the repeated attacks of "pneumonia" of which so many of these patients tell may in fact be congestion of the pulmonary circulation due to the left to right shunt. In contrast, a woman of 57 with a patent ductus arteriosus had been diagnosed as suffering from aortic incompetence. The large pulmonary artery on cardioscopy and the continuous murmur in the pulmonary area with diastolic accentuation indicated the correct diagnosis. In her case the electrocardiogram was normal. B.P. 170/60, and the pulmonary branches were less prominent. Previous andfamily history not significant. History ofpresent illness.-The symptoms could be arranged as follows: Onset of excessive menstrual bleeding in 1942, followed by lengthening of the periods and dysmenorrhoea, i.e. pain and aching in the right iliac area. This was treated by D. and C. which reduced the menorrhagia for one year. A relapse was treated by ventri-suspension of the uterus. The operation produced no benefit and her symptoms remained as described except for two remissions lasting about four to six months during the next four years, that is until the present time.
In 1948 bruises began to appear on the limbs, and occasionally over the buttocks. These bruises start as a tender red area which becomes discoloured in the normal manner of a bruise, and then gradually fade with slow disappearance of the discoloration due to the blood pigments. The bruise is excessively tender.
Pain in the right iliac area tending to radiate into the thigh and across the lower abdomen. This symptom is worse in association with episodes of heavy bleeding.
Investigations.-Clinical examination apart from the presence of the bruises described above is negative. Tenderness most marked in the right iliac fossa is a constant finding. No abnormality has been felt on vaginal examination and three consulting gyniecologists, though admitting the presence of severe pain, state it is not ovarian in origin but are unable to locate its site. Clotting time, bleeding time, clot retraction were within normal limits. Liver functions: tests normal. Blood calcium, blood fibrinogen, normal. Treatment.-Blood transfusions, iron, Rutin, vitamins including ascorbic acid, Anthisan, Antistin have had no curative effect. She was presented to the Clinical Section and the following suggestions considered:
(1) Emotional menorrhagia: investigated and excluded.
(2) Self-induced bruises: excluded after careful consideration.
(3) Telangiectasia: no evidence to support the diagnosis on clinical grounds. (4) HWmophilia, purpura or other blood disease including the leukxmias: no supporting evidence.
Follow up.-Treatment has been continued by Dr. S. L. Kaye on the following basis:
(1) That the menorrhagia is of endocrine origin, probably ovarian and the pain is related in some way to the ovary or to bleeding between its peritoneal coats.
(2) The "bruising" is secondary to the long-continued haemorrhage resulting in "capillary oozing". This was the explanation thought most likely when the case was discussed with Dr. Parkes Weber.
Testosterone 25 mg. by injection twice weekly. This appeared to give excellent results at first but then was abandoned because of troublesome acne. Ethisterone mg. 10, Ethinyl cestradiol 0 03 mg. daily for sixteen days in an arbitrary cycle. This also appeared to produce non-bleeding intervals and it was hoped that the menorrhagia would gradually diminish and the normal period re-establish itself. However, the patient recently suffered a fall and up to the time of writing has been confined to bed with flooding and severe right iliac fossa pain. Future plan.-It is proposed to perform a dilatation and curettage of uterus; if this produces no significant findings or benefit then a laparotomy, and if no abnormality can be found in the pelvis, to proceed with a hysterectomy. Mrs. B., aged 38. Married. One child aged 6.
Worked in a laundry from the age of 14, and was employed on hand ironing. At the age of 22, when the weather was cold there was occasional deadness and numbness at the tip of the third finger of the left hand. A year later all the fingers of the left hand were involved. Three years after the changes began in the hands, a similar condition started in the feet. A bilateral cervical sympathectomy was performed in 1947 at Guy's Hospital. The flexion of the fingers gradually increased, and the condition in the feet and legs had become so bad that a lumbar sympathectomy was undertaken in 1948. It was noticed at this time that there was loss of elasticity in the skin of her face. During 1949 stiffness across the chest was also noticed. In January 1950 a course of foam baths was given. After this, she was able to open her mouth with comparative ease (Figs. 1 and 2) , and the stiffness in the skin was also markedly improved. Mrs. M. G., housewife, aged 53. History of having injured base of left thumb from heavy lifting during the war, and some pain ever since; this probably due to osteo-arthritis of the first metacarpophalangeal joint.
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